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N 831 1200-8-6- itdi N 831 ) .
‘ 1200-8-6-.08 (1) Building Standards 1. insulation that had fallen in 1/31/14
- (1) A nursing home shall construct, arrange, and the attic space by the 500 hall
- maintain the condition of the physical plant and access was restored,
. the overall nursing home environment in such a
manner that the safety and well-being of the
i residents are assured. 2. All areas of the attic were 131/14
checked to ensure that no
other insulation had fallen or
been misplaced.
: This Rute is not met as evidenced by:
- Based on observation and interview, it was
+ determined the facility failed to maintain the
~insulation integrity in the attic. 3. Maintenance Director or 211414
' The findings include: desi e :
: ] ! ] . esignee will inspect the attic
+ Observation with the Maintenance Director, on . g . P
January 22, 2014 at 2:30 p.m. confirmed the attic insulation on a regular
i space by the 500 hall access fallen roof quarterly basis and at any
- insulation. . .
bl " . time there hav tsi
. This finding was verified by the Maintenance e_t e.ha € bee.n outside
- Supervisor and acknowledged by the repairmen in the attic.
. Administrator during the exit conference on Bocumentation wiil be kept
. January 22, 2014. on the inspections.
4. Report will be made to the 2/14/14
Safety committee by the
Maintenance director at the
regular. monthly meeting in
February and minutes of the
safety committee will be
presented to the QA
committee at the regular
guarterly meeting.
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